Superior mesenteric arterial occlusion from a leiomyoma  by Levin, Steven et al.
559
CASE REPORT
WB is a 52-year-old man who was transferred to
our medical center and presented with periumbilical
abdominal pain. The pain was described as crampy
at times and had been present for 48 hours before
he presented at our facility. He had had one bout of
emesis and was anorectic. He had no fevers, chills,
shortness of breath, or chest pain. He had a history
of hypertension, a previous cholecystectomy, and a
previous hemorrhoidectomy. He had smoked two
packs of cigarettes per day for 30 years. His tem-
perature was 100° F, blood pressure 160/100, and
heart rate 120. His abdomen was firm, tympanitic,
quite diffusely tender, although worse in the peri-
umbilical area. No rebound or guarding was pre-
sent. His white blood cell count increased from 13
· 103/ml to 25 · 103/ml, arterial blood gas pH
7.41, pCO2 31, pO2 63, HCO3 21, and base deficit
4. A computed tomography scan of the abdomen
with intravenous contrast obtained at the transfer-
ring facility did not adequately delineate whether
flow was present or absent in the superior mesen-
teric artery. A previous echocardiogram showed
anterolateral wall akinesis. An electrocardiogram
showed diffuse ST-segment changes. A diagnosis of
acute abdomen was made, and the patient was taken
immediately to the operating room. On entering
the abdominal cavity, the bowel from the jejunum,
8 inches distal to ligament of Treitz, to the mid-
transverse colon, was gangrenous and putrid with
clear demarcation between viable and necrotic
bowel. The superior mesenteric artery did not have
a palpable pulse. The necrotic bowel was resected,
and a stapled anastomosis was performed from
briskly bleeding ends of proximal jejunum to mid-
transverse colon.
On gross pathologic examination the fresh spec-
imen included a 510 cm segment of small bowel and
a 47 cm segment of large bowel up to the midtrans-
verse colon. The serosal surface of both the small
bowel and colon was dark purple-green throughout.
However, no evidence of exudates was found in the
serosa. The bowel was filled with reddish-brown,
bloody, viscid, foul-smelling material. The mucosa
was diffusely dark red and necrotic. Multiple sec-
tions through the attached mesenteric fat showed
dullness of the serosa and in cross-section was com-
posed of bright yellow fat.
Histologic sections of the small intestine showed
extensive areas of transmural necrosis of the ischemic
type. The superior mesenteric artery was cross-sec-
tioned, and no evidence of arteriosclerosis or calcifi-
cation of the wall was seen. However, approximate-
ly 2 cm from the line of resection, the artery was
completely obstructed by a polypoid mass that was
growing into the lumen of the artery with proximal
attachment. The mass was firm, gray-white, and
filled the entire lumen of the artery without disten-
tion of the walls. Serial sections revealed that this
mass had no distal attachment and exhibited a shiny
external surface without evidence of thrombus for-
mation. The histologic sections exhibited a benign
proliferation of smooth muscle cells, which originat-
ed in the medial layer of the artery, breaking
through the internal elastic lamella and projecting
into the lumen of the mesenteric artery, causing
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complete obstruction. The distal portion of the
tumor was easily displaced out of the vessel lumen.
The cross-sections of superior mesenteric artery with
hematoxylin-eosin stains and with immunostains
specific for smooth muscle and desmin are shown in
Figs. 1 through 4.
The patient improved after surgery. He was
returned to the operating department for drainage
of an intraabdominal abscess. All of the remaining
bowel was viable at this operation. A Hickman
catheter was placed for total parenteral nutrition.
The patient eventually made a complete recovery
but cannot sustain adequate nutrition without par-
enteral supplementation.
DISCUSSION
Intestinal infarction is usually caused by proximal
arterial occlusion, which is in turn a result of throm-
bosis initiated by an atherosclerotic plaque or by
embolus from a proximal source. Other causes of
intestinal infarction include nonocclusive mesenteric
ischemia, venous thrombosis, dissecting aortic
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Fig. 1. Hematoxylin-eosin, magnification · 25, most distal portion of superior mesenteric
artery with “tail” of leiomyoma filling arterial lumen.
Fig. 2. Hematoxylin-eosin, magnification · 200, wall of artery showing focal breakthrough
of elastic lamella by benign proliferation of smooth muscle cells growing from media.
aneurysm, and fibromuscular hyperplasia.1 This case
represents a most unusual cause of mesenteric arter-
ial occlusion by a smooth muscle tumor.
Leiomyomas are composed of fascicles of smooth
muscle cells. It is interesting that on multiple sec-
tions through the entire superior mesenteric artery,
we found tumor emanating from its stalk into the
lumen of the vessel causing the occlusion. We pos-
tulated that gradual expansion of the tumor resulted
in arterial luminal occlusion. Perhaps the patient had
vasospasm in conjunction with this tumor, which
caused an “acute” problem on top of an already
existing long-term one. Even in retrospect he denied
any history of weight loss or abdominal pain, partic-
ularly postprandial pain, that would have been sug-
gestive of chronic mesenteric ischemia.
Malone et al.2 reported and reviewed several
cases of aortic primary tumors, most of which were
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Fig. 3. Immunoperoxidase stain for smooth muscle antigen, magnification · 200, intense
cytoplasmic positive staining of smooth muscle cells in media and proliferating cells in lumen
of artery.
Fig. 4. Immunoperoxidase stain for desmin, magnification · 100, showing intense positivity
of arterial wall and intravascular leiomyoma.
malignant and presented after death. Vascular
leiomyosarcomas have been reported to occur much
more commonly in large veins such as the inferior
vena cava compared with arteries.3 One must con-
sider vascular leiomyoma, bizarre leiomyoma,
leiomyosarcoma, and hemangiopericytoma in the
differential diagnosis of vascular smooth muscle
tumors and that vascular leiomyoma or angio-
leiomyoma is generally found in the skin and super-
ficial tissues.3 Grimer and Armstrong4 reported an
intravascular leiomyoma of the popliteal vein, and
Mazzeo and Jordan5 reported the only vascular
leiomyoma of the superior mesenteric vein. These
authors underscore the rarity of such tumors and
note that vascular leiomyomas tend to occur central-
ly and in larger veins such as the inferior vena cava.
There are no known risk factors for the develop-
ment of leiomyomas in the gastrointestinal tract and
mesentery. However, there is a suggestion in the lit-
erature that visceral leiomyomas may be related to
an immunosuppressed state, particularly the finding
of Epstein-Barr virus in a patient with hepatic
leiomyoma.5 No references exist in the literature
about benign smooth muscle tumors originating in
the mesenteric arterial wall with subsequent vessel
occlusion. This case highlights the relative rarity of
leiomyoma in vessels other than the inferior cava
and extends the anatomic and pathologic features of
this otherwise common smooth muscle tumor.
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